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Confirmation from the US Project MATCH alcohol treatment trial that too explicitly
imposing structure on therapy risks relatively poor outcomes among patients reluctant to
relinquish control and who react against direction – and a further indication that this
pattern is not universal, but depends on the context.
Summary In the 1990s, the US Project MATCH study tested whether different types of
alcohol-dependent patients would respond better to 12-step based counselling, cognitivebehavioural therapy, or to an approach based on motivational interviewing. It was
intended to be a definitive test of this kind of matching of patients to therapies. Few and
minor matching effects were found, but researchers at some clinics in the trial were able
to use session recordings to probe for a different kind of matching – not of therapies, but
of therapeutic (or more broadly, interpersonal) styles.
MATCH therapies were either standalone treatments or 'aftercare' immediately following
residential or intensive day care. At one of the clinics in the aftercare arm of the study,
patients who seemed at least moderately reluctant to relinquish control and who reacted
against direction ('reactive' patients) did badly when therapists took the lead in
structuring the sessions. Relative to other patient-therapist combinations, in the following
year they drank and drank heavily more frequently. For less reactive patients, the degree
to which therapists imposed structure was unrelated to subsequent drinking. These
results suggested that for patients beyond a certain level of reactance, therapist-led
initiation of topics, teaching, and providing information were associated with worse
outcomes.
The featured report aimed to test whether these findings would be replicated at another
of the MATCH aftercare sites (among 122 patients), and at three of the sites (among in
total 125 patients) where MATCH therapies had been provided as standalone treatments.
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As in the previous study, patients were divided in to high, medium and low reactance
based on ratings of their videoed behaviour in their first therapy sessions. Their
therapists too were rated on how they behaved with the client across the first three and
final sessions – specifically the degree to which they took the lead in structuring sessions
by providing information or instruction, or introducing or changing topics.
Main findings
As in the previous study at an aftercare site, at the new aftercare site too, over the
following year medium or highly reactive patients drank and drank heavily more often if
their therapists had been relatively directive in imposing structure on therapy sessions.
Less reactive patients actually did slightly better when therapists imposed structure. No
such findings emerged when the therapies were standalone treatments; highly or less
reactive patients responded equally well, regardless of whether their therapists explicitly
structured sessions. These patterns were consistent across the entire year of the followup. Across all patients, they summed to a finding that highly structuring therapists were
relatively counterproductive when the therapy was aftercare, but overall had slightly
better outcomes when delivering standalone therapies. The structure-reactance
interaction did not, however, affect how long patients lasted before lapsing to drinking or
relapsing to heavy drinking.
The authors' conclusions
The featured study suggests that when psychosocial therapy for alcoholism follows an
intensive treatment episode (that is, plays an aftercare role), the degree to which
therapists structure sessions impacts differentially on patients more or less willing to
relinquish control and accept direction: the more structure, the less well reactive patients
do after therapy. The findings replicate those from another MATCH aftercare site,
showing they transcend the particular nature of that clinic, its patients, and its therapists.
This pattern not, however, apply to standalone therapies, and in this role structure was
overall beneficial, while in the aftercare role it was overall detrimental. Why this
happened is unclear. Perhaps patients starting a new treatment – even those who
normally react badly to direction – expect and are receptive to treatment structure. In
contrast, patients emerging from intensive treatment in to an aftercare phase may
expect a less structured approach; when they find the opposite, those prone to react
badly to direction react as expected, and end up drinking more than when treatment
meets their expectations.
For therapists in an aftercare or continuing care role, the implications are that generally
they should avoid highly structuring therapy in the form of adopting a 'teaching' style,
providing information, and controlling which topics are discussed, especially with reactive
patients. To avoid this, they may as part of their assessments wish to ask patients to
complete one of the validated questionnaires which measure reactance.
It should be remembered, however, that these suggestions emerged from observing how
well patients do when therapists happen to be relatively directive or non-directive in the
degree to which they structure therapy. A study which deliberately assigned patients to
therapists who were directive or not would be in a stronger position to establish whether
this was indeed an active ingredient affecting the success of therapy for different types of
patients.
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Across substance use studies, the type of patient-therapist dimensions
investigated in the featured study evidence a remarkably consistent pattern. In terms of
substance use outcomes, non-directive therapeutic styles work best for clients
characterised by anger, defensiveness, or resistance, or who like to take control – the
'reactive' patients of the featured study. In contrast, more structured and directive
approaches may profit calmer clients, those who welcome being given a lead, and those
already committed to the course of action being directed. While the featured study
highlighted the risks of directively imposing structure, other studies have shown that for
some patients in some circumstances, being non-directive is counter-productive.
A similar pattern has been observed in psychotherapy in general in an analysis which
included data from MATCH: patients who characteristically exhibit low levels of resistance
or reactance respond better to directive types of treatment, while patients prone to be
reactive or resistant respond best to non-directive treatments. Together with the finding
that reactive patients tend to benefit least from therapy, it led the experts to recommend
that highly reactive patients should be offered treatment which de-emphasises the
therapist's authority and guidance, employs tasks designed to bolster patient control and
self-direction, and de-emphasises the use of rigid homework assignments. In general,
therapists should avoid counterproductively stimulating the patient's level of resistance.
But as the featured study found, such patterns can be context-specific – in this case,
apparent when therapy was aftercare, but not when it was the primary treatment.
Patients' expectations of how much structure to expect or how much was appropriate
were, the researchers suspected, what made the difference in the two settings. Similarly,
a Findings review has cautioned that, for example, non-directiveness from a probation
officer to an offender can seem less than genuine, even to the officer, as can biting one's
tongue when it would have been natural and caring to be direct about the risks a client
faces. In these circumstances, even if being non-directive might generally suit the client's
character, following this guideline could adversely affect one of the features of effective
therapy – that the therapist comes across as 'genuine'. Outcomes might also be worse if
for the sake of not being directive, therapists failed to address the emotional state of
highly distressed patients.
The authors of the featured study suggested that standard psychological tests could
assess how far clients resist or welcome direction and act as a guide to how tightly
therapy should be structured. For their study, these assessments were made by
observers on the basis of the first session video, suggesting that the therapist too could
observe the patient and adjust accordingly. Feedback from early counselling sessions
through recordings assessed by supervisors or peers, or through short 'de-briefing'
questionnaires given to the clients, could also be used to assess when there is a
mismatch between therapist and client interactional styles.
The degree to which they structure therapy, and directiveness more broadly, is just one dimension which
therapists might bear in mind. For more on matching alcohol treatments to patients, see this Findings entry
offering an introduction to the topic and a one-click search for relevant Findings analyses.
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